Effective communication between patients and health professionals is a key component of patient-centred care. Although there is a large body of literature focusing on doctor-patient communication, there has been limited research related to dentist-patient communication, especially presented from the dentists' perspective. The aim of our study was to explore UK dentists' perceptions of communication in their consultations, and the factors they perceive may influence this. We conducted semistructured interviews with eight dentists in UK dental NHS practices.
Introduction
Models put forward both in medicine (Mead & Bower, 2002; Mead & Bower, 2000; Stewart et al, 2003) and in dentistry (Scrambler & Asimakopoulou, 2014; Asimakopoulou, 2015) advocate the delivery of patient-centred-care (PCC). Although different, these models rest on the assumption that for PCC to occur in practice, dentists and patients have to be able to engage in effective communication. Effective communication leads to enhanced treatment outcomes, adherence to medical advice, a better practitioner-patient relationship, fewer treatment mistakes and higher satisfaction (Hallm, Roter & Katz, 1988; Kaplan, Greenfield & Ware, 1989; Woelber et al, 2012) . Street (2003) developed an ecological model of communication in medical encounters describing how participants and external factors (e.g. media) interact to affect the level and quality of communication. High levels of mutuality, where one person can influence the other (Street, 1991; Street, 2002; Street, 1992) can help, although, it is suggested that the practitioner will act as a facilitator of this inter-personal relationship, enabling the patient-physician encounter to serve its actual purpose (Ong et al, 1995; Roter & Hall, 1992) .
Dentist-patient communication dentists. Similarly, giving patients choice was seen as a central feature of PCC, although the type of choices made available to patients was generally determined by the clinician who made a judgment on what was "best" for the patient. In the same study PCC was used as a tool by which clinicians could support patient compliance.
Given the importance of PCC and effective communication in delivering oral healthcare, our study provides an in-depth exploration of dentists' own perceptions of communication in consultations, and factors they perceive may influence this. A holistic approach, trying to explore more generally the dentists' views and perceptions through their own experiences is used, to explore how dentists perceive they communicate with patients and their experience of dentist-patient communication.
Methods

Participants
Participants were recruited from the UK NHS directory for the Midlands (England). A purposive sample of 25 dentists (minimum 2 years working as a dentist) was contacted; 10 declined to participate (citing lack of time) or did not respond. Fifteen dentists were initially recruited.
As saturation of data was achieved after 8 participants, this comprised the final sample. Participants comprised 5 females and 3 males, mean age 32.4 years (range=25-53 years) with 2-28 years experience in dentistry (mean=8 years). All were self-employed associates working in NHS dental practices.
Materials
A semi-structured interview schedule based on issues raised in the wider patient-practitioner research literature, explored i)dentist-patient communication/relationship generally, and ii)factors (e.g., context, personal characteristics) that might reasonably be thought to influence communication.
These included: (1) the dentists' self-perceived communication skills including their awareness of PCC models of communication and the extent to which they applied such models to their own dental practice (2) perceptions of their patients' attitudes, behaviour and communication skills including information seeking skills and understanding, autonomy in the decision-making process, responsibilities and stereotypes.
Procedure
The study was approved by MN's University ethics committee 
Data analysis
An inductive thematic analysis was conducted, where identified themes were strongly associated with the data (Patton, 1990) . Thematic analysis was selected as it shows similarities as well as differences in the data, and is regarded as a flexible method of analysis (Braun & Clarke, 2006) . A standard process of familiarisation, coding and theme generation was followed.
Results
Analysis identified 3 main themes and 8 sub-themes reflecting dentists'
perceptions of their interactions with the patients as well as patients' communication and factors influencing them (Table 1) . Codes in brackets reflect the participant's gender and participant number (reference to gender for notation only).
Treating the 'whole' person
Although none of the interviewees had explicitly heard of a patientcentred model of communication, all claimed they employed PCC, at least to some extent, in their everyday practice. They emphasized the importance of treating patients as individuals, by altering their communication style to fit each patient whilst following standard
procedures. An attempt to understand the patient and to treat them 'holistically' was prevalent:
"So you have to treat the person, not the mouth only. (...)" (F1)
It was commonly stated that patients were encouraged to lead the conversation by being prompted to express themselves without interruption. The dentists were reportedly able to obtain a deeper understanding of their patients' needs, expectations and personality.
Building rapport
All dentists rated their own communication skills positively although they conceded that they could improve. They emphasised that they try to establish good rapport; trying to make patients feel comfortable, for example, by engaging them in small talk:
"I always try to make them to feel comfortable first of all, because the dentist is the place that nobody is comfortable." (F1)
Participants felt they were capable of communicating with patients in such a way as to exchange necessary information.
Ensuring patients' comprehension of treatment
Being understood and making sure that patients know their diagnosis and treatment options, was among the most important goals of these dentists. They highlighted the importance of speaking to patients clearly, without using jargon. They reported using different methods to help explain concepts (e.g. using study models), as anxiety may impede a patient's comprehension. Establishing full understanding seems to be significant not only because of the requirement of obtaining informed consent, but also for the benefit of the patients' comprehension of treatment consequences and risks. Interviewees tried to verify patients' understanding by asking patients questions about the treatment even after agreeing on it, e.g.
"(…) you will ask them 'do you understand?', they will say 'yes' and then I will ask them 'ok, so what are we going to do?'" (F5)
Barriers to PCC
Time constraints
Time appeared to significantly affect dentists' interactions with the patients. All the dentists perceived that the time that is assigned for consultation or treatment (10-15 minutes) within the NHS is insufficient.
They explained how it can be difficult to establish a good and trustful relationship with the patients, as this can be time-consuming and may require more than one session. When explicitly asked about applicability of a PCC model they admitted that it can be applied only to limited extent as there is simply not enough time:
"That's an idealistic relationship between a dentist and a patient, which is very rarely achievable in the limited times that we have on the NHS dental sessions." (M2)
Dental anxiety
Participants highlighted patient anxiety as a factor affecting communication. They discussed how some patients do not want to listen to their treatment descriptions, whereas other anxious patients actively
want to know what to expect. Furthermore, anxiety may affect the patient's ability to comprehend dentist's explanations and describe their symptoms:
"Some patients can be very anxious and, you know, be very vocal but (...) they are not able to communicate the actual problem." (F7)
Some dentists felt dental fear impeded the timely establishment of a trustful relationship.
Patient demographics
Many participants believed that socio-economic (SE) or educational background affected patients' communication skills and cooperation with the dentist. Patients from lower educational and SE backgrounds were perceived as more indifferent to their oral health or interested only in solving a specific problem (e.g. aesthetics). The development of effective relationships with these patients was considered difficult, because they show less interest in dentists' explanations, or low comprehension of them, and difficulties in describing their symptoms. Patients with a higher educational level or SE background on the other hand, were perceived to be better communicators, more responsible for their oral hygiene and more knowledgeable of consequences of negligence. Indeed, the dentists perceived they were more interested in their health overall:
"People with higher level of education are generally more interested in their general health." (F8).
Influence of stereotypes
The participants highlighted that dentists are frequently the target of social stereotypes. It is not uncommon for patients to think that the dentist is a money-orientated professional who does not care about patients' welfare but their only aim is profit:
'(…) sometimes people think dentists are just out to make money' (F7).
Additionally, the dentist as a figure-head for inflicting pain was also described as a common stereotype which could deter some patients from having the most appropriate dental treatment and impede communication.
Mutuality of communication
Most dentists emphasized the importance of politeness, kindness and respect from their patients. They try to be friendly so they appreciate the same response from their patients. Therefore, the reciprocity of the feelings and attitudes appears to be vital. It seemed easier for them to communicate with patients when they show the willingness to cooperate, by precisely describing their symptoms and concerns and actively interacting with them. On the other hand, all participants pointed out aspects of patients' behaviours and attitudes that can significantly impede the establishment of effective communication.
"From the first moment they step in, an average of 70%, they say that they 'hate the dentist' instead of saying 'good morning'." (M2)
Additionally, a lack of patient respect to dentists as professionals and trust in their professional opinion was viewed negatively.
Salience of shared responsibility
The dentists highlighted the importance of patients' awareness of their responsibility for their oral health and its impact on patient-dentist interactions. They reported that patients need to understand dual responsibility in dentistry; dentists by taking care of patients' oral health and patients by brushing their teeth and regularly attending appointments. They felt frustrated when patients did not accept responsibility for their oral health or did not attend:
"I can do absolutely nothing if the patient sees me (...) one time for two or three years, or don't brush their teeth (...)" (F8)
Conversely, patients who try to be responsible for their oral health were perceived by dentists as more willing to cooperate with advice.
Interactions with responsible patients were considered as a true partnership because the dentist appears to be treated as a specialist helping in maintaining a good oral health.
Patients' involvement in the decision-making process
Every dentist emphasized that their priority is to familiarize patients with the available treatment options. However, patients' awareness or willingness to be involved in the decision-making process varied.
According to the dentists, many patients are aware of their autonomy, especially when they need to sign consent forms or choose between the treatment options. However, some patients prefer to be passive and attempt to pass the responsibility for decision making to the dentists, as an expert:
"(...) you are my dentist, you do what you think is best." (F5)
Nevertheless, many interviewees agreed that this attitude is not acceptable stating consent requirements encouraging dentists to make patients explicitly aware that they need to make the decision themselves:
"(...)'they are your teeth and you have to decide, I can't make the decision for you' (F7).
The idea that patients' age, educational and confidence levels might influence patients' willingness to be autonomous in the decision-making process was, however acknowledged.
Discussion
Findings revealed that dentists rated themselves positively as communicators and they tried to adjust their communication style and service to patients' needs. In line with previous research (e.g., Asimakopoulou et al, 2014) all dentists in the current study, although not explicitly aware of patient-centred models of consultation, claimed to actively employ them in everyday practice at least to some extent. They primarily appeared to treat each person as 'a whole'
considering their life circumstances and background. They reported that they attempt to divide power and responsibilities and take special care for patients' psychological comfort during the visit to gain their trust and make interaction work.
Although the dentists felt responsible for the flow of communication by attempting to facilitate the patient's participation in the consultation, it appeared that the patients themselves were partners in this process. The mutuality of the interaction process seen in medical encounters (Roter & Hall, 1992) , is apparent in dental encounters too. In particular, the dentists' ability to communicate depends on the patients' capability to ask and answer questions, understand what the dentist says and express their own opinion about the treatments (Street, 1991) . This information exchange and reassurance of patients' comprehension was regarded by the dentists as central to the decision-making process. However, according to the dentists not all patients are aware of their autonomy in decision making or even willing to take active role -a finding that has been reported as a barrier to PCC in dental settings previously (Street, 1991; Freeman, 1999) . Joseph- Williams et al (2017) state that clinicians often claim their patients do not want to be involved in decision-making, and that the shared decision-making process should respect this.
However, this in itself should be informed and patients may also need support and preparation to take part in a different type of consultation.
According to our participants, the age and educational background of patients influenced their participation, with younger and more educated patients being more likely to take an active role. Joseph-Williams and colleagues agree that research appears to show that older people are less likely to take an active role, and this may be related to previous experience and expectations of paternalistic consultations. While patients may vary in their desire for participation in health care decisions there's a critical difference between genuine desire for less participation and less participation due to expectations, experience or lack of necessary skills (Cegala, 2003) . Future work should explore this from both a patient and dentist perspective.
Politeness and mutual respect encouraged dentists to establish a good rapport with their patients. This reciprocity of communication patterns was attributed by the dentists to the fact that, despite their professional position, they are, ultimately, social beings. The dentistpatient relationship is, therefore, strongly influenced by the typical 'laws' of social encounters, as previously reported in medicine (Stewart et al, 1995; Ong et al, 1995) .
In terms of barriers, in line with other healthcare contexts (e.g., Moore et al, 2016) time was a barrier to patient-centred care. It should be noted that these dentists are working for the NHS; time may not be such an issue for those working privately. Negative stereotypes and dental anxiety were also found to impede a good dentist-patient relationship. Dentists found that developing a trusting relationship with anxious or prejudiced patients was hard work. For anxious patients, a fruitful patient centered communication strategy may be to use formal anxiety assessments (e.g., the Modified Dental Anxiety Scale; Humphris et al, 1995) to aid discussion about their fears and specific aspects of the patient experience (Hally et al, 2017) . Compared to doctors, negative stereotypes seem to be associated more with the dental profession; indeed negative depictions are evident across various mediums including TV, films and the Internet (Henríquez-Tejo & Cartes-Velásquez, 2016). Attempting to revise preconceptions or negative stereotypes of dentists is perhaps a role for future research.
The focus of this study was on the dentist's own perceptions of communication.
They report they use a patient-centered model in everyday practice. We did not set out to objectively corroborate this, and we do not have patient views to compare. However, these accounts are valuable, in that we see what dentists perceive as important, obstructive and facilitative in terms of consultations. They emphasise that in order to make the dentist-patient partnership work, patients need to be actively involved in the consultation -asking and answering questions, accepting responsibility in oral health maintenance and being actively involved in decision-making. There may be potential for getting patients actively involved within consultations, and for training in patient communication skills. However, dentists may also need training in helping patients from different backgrounds to get the most out of the consultation. Within this, there should be an appreciation that not all patients can, or have the means, to change their behaviours. For example, the choices that those in low socioeconomic groups have, may be constrained by the social context in which they live.
There are limitations to the study. Participants were self-selectingthey may have been confident about their own communication, or interested in communication skills. Furthermore, we sampled only from NHS dentists in England, so findings may not be applicable to other dental sectors (e.g. private) or countries. Our sample is also relatively young so their views might not be reflective of older dental practitioners. Further research should investigate the themes identified in this small qualitative study in wider, more diverse groups of dental professionals.
In conclusion, the study has highlighted the importance of patients getting actively involved within consultations, and patient communication skills training. However, dentists may need training in helping patients from different backgrounds to be actively involved in the consultation.
The challenge of implementing these conclusions in practice remains.
